
Atty. Dkt. No. 028622-0130 



IN THE UNITED STA TES PA TENT AND TRADEMARK OFFICE 
Applicants: Nicholas BARDEN et al. 

Title: MEANS AND METHODS FOR DIAGNOSING AND TREATING 

AFFECTIVE DISORDERS 



Appl. No.: 
Filing Date: 
Examiner: 
Art Unit: 
Confirmation No. 



10/825,593 

04/16/2004 

Michael D. Pak 

1646 

7794 

DECLARATION UNDER 37 CFR S 1.132 



Commissioner for Patents 

P.O. Box 1450 

Alexandria, VA 22313-1450 

Sir: 



The undersigned, Professor Dr. Norbert Muller, declares the following: 

h I received my Ph.D. degree in Clinical Psychology from the University of Mun ich, Germany, 
in 1975, and my MD. degree from the University of Munich, Germany, in 1983. I have been 
working in the field of psychiatry since 1982. A copy of my resume is attached as Exh ibit 
A2. 

2. I am currently the head of the Psychoneuroimmunology Research Group at the Psychiatry 
and Psychotherapy Hospital of the Ludwig-Maximilians University in Munich, Germany. I 
have published more than 250 scientific articles in the field of psychiatry. 

3. I understand that the U.S. Patent and Trademark Office has cited U.S. Patent No. 6,323,236 
B2 to McElroy against the claimed invention of the present application in the Office Actions 
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dated January 7, 2008, and July 1 1 , 2008. I have read die Office Actions in this application 
and the cited reference. In this regard, I understand that the U.S. Patent and Trademark 
Office's position is that McElroy anticipates the claimed invention, because the references 
teaches a method comprising the administration of tenidap for the treatment of Impulse 
Control Disorders (ICDs) and reports the hypothesis that ICDs may be related to mood 
disorder or may be forms of affective spectrum disorder, a hypothesized family of disorders 
that share at least one common physiologic abnormality with major depression. 

4. I submit this declaration to establish that Impulse Control Disorders (ICDs) encompass 
medical indications that are different from depression and other mood disorders, as 
evidenced herein. 

5. I assert that the main feature of ICDs is impulsivity. which is generally defined as acting 
without thinking or as behaving recklessly with no regard for any consequences. Among the 
characteristics normally observed in ICD patients are repetitive or compulsive engagement in 
a behaviour despite harmful consequences, reduced control over this problematic behaviour, 
a state of craving or urge prior to engagement in the problematic behaviour, and a hedonic 
feeling during the performance of the problematic behaviour. Examples of ICDs include 
kleptomania, binge eating disorder, pathological gambling, and intermittent explosive 
disorder. 

6. I state that contrary to ICDs, the essential features of depression are a depressed mood and/or 
loss of interest or pleasure in nearly all activities for a period of at least two weeks. During a 
depressive episode, a patient will state that he or she is sad, hopeless, and discouraged. 
Additional features of depression include a lack of pleasure or enjoyment in hobbies or any 
other activities previously considered pleasurable, and changes in appetite and sleep patterns. 

7. I state that the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR), 
published by the American Psychiatric Association, provides diagnostic criteria for each 
mental disorder and defines the various categories of mental disorders. 
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8. I assert that DSM-II V-TR classifies depression as a mood disorder (see diagnostic code 
296.2X: attached herein as Exhibit B2), and assigns ICDs with their own classification, 
which is independent and distinct from mood disorders (see diagnostic code 312.3X; 
attached herein as Exhibit C2). 

9. I state that the Handbook of Psychiatric Measures, also published by the American 
Psychiatric Association, recommends that ICDs be assessed using measurements such as the 
Barratt Impulsiveness Scale (BIS-1 1); the Anger, Irritability, and Assault Questionnaire 
(AIAQ); the Buss-Durkee Hostility Inventory (BDHI); the South Oaks Gambling Screen 
(SOGS); and the Massachusetts General Hospital (MGH) Hairpulling Scale (see Exhibit 
D2). 

10. I further state that the Handbook of Psychiatric Measures recommends that depression be 
assessed using the Hamilton Rating Scale for Depression (HamD); the Montgomery-Asberg 
Depression Rating Scale (MADRS); the Beck Depression Inventory (BDI); and the 
Inventory of Depressive Symptomatology (IDS) among others (see Exhibit E2). The 
different assessment scales used for ICDs and depression clearly show that ICDs and 
depression are separate and distinct disorders. 

1 1 . I assert that a 16-week, multi-centered, randomized, placebo-controlled, flexible-dosing, 
double-blind study investigating the effects of antidepressants in the treatment of ICDs found 
that paroxetine and placebo group had comparable improvement gambling behaviour (see 
Grant et al. y 2003, Int. Clin. Psychopharmacol 18: 243-249; attached herein as Exhibit F2). 
This clinical study was performed on individuals with no or minimal depressive or anxious 
symptoms, further supporting the fact that ICDs and depression are distinct psychiatric 
disorders. 

12. I state that the evidence presented herein clearly establishes that ICDs are different and 
distinct from depression and other mood disorders. 
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13. I hereby declare that all statements made herein of my own knowledge are true and that all 
statements made on information and belief are believed to be true and further that these 
statements were made with the knowledge that willful false statements and the like so made are 
punishable by fine or imprisonment, or both, under Section 1001 of Title 18 of the United 
States Code and that such willful false statements may jeopardize the validity of the application 
or any patent issuing thereon. 

Date Prof. Dr. Norbert Muller 
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EXHIBIT A2 



Curriculum Vitae Prof. Dr. med. Dipl.-Psych. Norbert MQIIer 

1949 9.9. Born in Berlin 

1969- Study of Psychology, University of Munich 

1975 Ph. D. in Clinical Psychology (DiplonrvPsychologe) 

1975- Study of Medicine, University of Munich, 

1981 Medical State Examination, Medical Registration 

1 983 Doctorate in Medicine with the thesis % Zur Wirksamkeit von Trazodone bet endogen 

depressiven Patienten 1 (magna cum laude) 

(Efficacy of Trazodone in endogenous-depressed patients), 
1982- Medical assistant at the psychiatric hospital, University of Munich (Direktor 

Prof.Dr.H.Hippius) 
1988 (Head: Prof. Dr. H. Hippius) 

1985 Psychiatric consultant, advisory center of the public health department, city of Munich 

1988 Scientific assistant, department of neurochemistry, University of Munich 

1989 Medical assistant at the Dep. of Neurology, University of Munich (Head: Prof. Dr. Th. 
Brandt) 

1990 Specialist in Neurology and Psychiatry 
Specialist in Psychotherapy 

1 990 Senior psychiatrist, Psychiatric Hospital. University of Munich 
1 993 Postdoctoral qualification (Habilitation) at the University of Munich with the thesis: 
Psychoneuroimmunofogische Untersuchungen bei Patienten mit endogenen 
Psychosen (Psychoneuroimmunological investigations in patients with endogenous 
psychoses) 

2000 Professor of Psychiatry 

Current Affilation: Leitender Oberarzt (Vize-Chair) 

Senior Psychiatrist and Lecturer, Psychiatric Hospital, University of Munich 

Current Research Activities: Psychoneurdimmunology 

Biology and psychopathology in Tourette's syndrome 
Schizophrenia 

Psychopharmacology and atypical antipsychotics 



More than 250 publications in the field 
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Major Depressive Episode 

Episode Features 

all activities. In children and adolescents th T ° f lnterest 01 Pleasure in nearly 
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may be a significant loss or gain in weight, or, in children, a failure to make « 

is insomnia (Criterion A4). Individuals typically 
during the night and having difficulty returning to sleep) £ 
(£., wakuig too and being -^^^^ 
ficultv falling asleep) may also occur. Less frequently, inaiviuua^p 
s^ptS^ornnia) m the form of prolonged sleep episodes at right or i» 
daTdrnesl^ometimes the reason that the individual seeks treatments for the d 

^cSotor changes include agitation (e.g. ( the inability to sit still, P^'*^ 
vvtta^r pulling or rubbing of the skin, clothing, or other objects) « 
r?dotil speecn, thinking, and body movements; increased P^^efo" ^ 
it ^n^Deech that is decreased in volume, inflection, amount, or variety of conten 

enough to be observable by others and not represent merely su^rtive tolm^ 

Deceased energy, tiredness, and fatigue are ^^l^fZl^^ee 
mav reoort sustained fatigue without physical exertion. Even the smallest tasks see 
rSrTsXSS effort. The efficiency with which tasks -e accomplished ma 
teXed tr example, an individual may complain that washing and dressmg 
>h* momine are exhausting ar\d take twice as long as usual. 

T^eSe d NSwJL or guilt associated with a Major Depressive Bpisod 
mJ ,V^Sde unreaUstic negative Valuations of one's worth or guilty preoccupatao 
may include unreausuc negau A _ g ^ mdivi<hia is often m 

or ruminations over mmor past tailings ^renon m t j^t^*. „„j v,. 

mten^neutralor trivial day-to-day events as evidence of personal defects and ha 
an «fagge«ted sense of responsibility for untoward events For example, a realt 
™J2K preoccupied with self-blame for failing to make sales eveawto *J 
™Jket has cotoosed generally and other realtors are equally unable to make sales; 
Tni^of wSessnS or guilt may be of delusional proportions (e.g an individ- 
^who Evinced that he or she is personally responsible for -orld poverty), 
olamulg oneself for being sick and for failing to meet occupational or «*"P«» ; 
SZSbiSne; as a result of the depression is very common and, unless delusions!, 
is not considered sufficient to meet this criterion. ,.„,.;«,:„,« 
Manvlndividuals report impaired ability to think, concentrate, or make decisions - 
^r^L^Thev may appear easily distracted or complain of memory difficulties. 
S m U^ecSy^e3ing academic or occupational pursuits are often unable ; 
l^ZZZ ad^atelv even when they have mild concentration problems (e.g., a 
«m^ pCarS whTcan no longer perform explicated but previously man- 
^Table tasks) In children, a precipitous drop in grades may 

tiort In elderly individuals with a Major Depressive Episode, memory difficulties mayj 
J^£55*dn* and may be mistaken for early «^«**'™^^r 
Spmentia'") When the Major Depressive Episode is successfully treated, the memory 
t7^Z o'f^y«*i. However, in some individuals, particularly elderly per- 
?om, TMir^ssive Episode may sometimes be the initial presentauon of an u- 

^rCue^TCmay be thoughts of death, suicidal ideadon, or suicide attempts 
(Cr2rA9)Sse thoughts. rarTge from a belief that others would be better off if 



iSKSS. 



Major Depressive Episode 



351 



the person were dead, to transient but recurrent thoughts of committing suicide to 
actual specific plans of how to commit suicide. The frequency, intensity, and lethality 
of these thoughts can be quite variable. Less severely suicidal individuals may report 
transient (1- to 2-minute), recurrent (once or twice a week) thoughts. More severely 
suicidal individuals may have acquired materials (e.g„ a rope or a gun) to be used in 
the suicide attempt and may have established a location and time when they will be 
isolated from others so that they can accomplish the suicide. Although these ibehav- 
iors are associated statistically with suicide attempts and may be helpful in identify- 
ing a high-risk group, many studies have shown that it is not possible to predict 
accurately whether or when a particular individual with depression will attempt sui- 
cide. Motivations for suicide may include a desire to give up m the face of perceived 
insurmountable obstacles or an intense wish to end an excruciatingly painful emo- 
tional state that is perceived by the person to be without end. 

A diagnosis of a Major Depressive Episode is not made if the symptoms meet cri- 
teria for a Mixed Episode (Criterion B). A Mixed Episode is characterized by the 
symptoms of both a Manic Episode and a Major Depressive Episode occurring nearly 
every day for at least a 1-week period. , , 

The degree of impairment associated with a Major Depressive Episode varies, but 
even in mild cases, there must be either clinically significant distress or some interfer- 
ence in social occupational, or other important areas of functioning (Criterion Q. If 
impairment is severe, the person may lose the ability to function socially or occupa- 
tionally. In extreme cases, the person may be unable to perform minimal self-care 
(e g , feeding or clothing self) or to maintain minimal personal hygiene. 

A careful interview is essential to elicit symptoms of a Major Depressive Episode. 
Reporting may be compromised by difficulties in concentrating, impaired memory, 
or a tendency to deny, discount, or explain away symptoms. Information from addi- 
tional informants can be especially helpful in clarifying the course of current or prior 
Major Depressive Episodes and in assessing whether mere have been any Manic or 
Hypomanio Episodes. Because Major Depressive Episodes can begin gradually, a re- 
view of clinical information that focuses on the worst part of the current episode may 
be most likely to detect the presence of symptoms. The evaluation of the symptoms 
of a Major Depressive Episode is especially difficult when mey occur in an individual 
who also has a general medical condition (e.g., cancer, stroke, myocardial infarction, 
diabetes). Some of the criterion items of a Major Depressive Episode are identical to 
the characteristic signs and symptoms of general medical conditions (e.g., weight loss 
with untreated diabetes, fatigue with cancer). Such symptoms should count toward 
a Major Depressive Episode except when they are clearly and fully accounted for by 
a general medical condition. For example, weight loss in a person with ulcerative coli- 
tis who has many bowel movements and little food intake should not be counted to- 
ward a Major Depressive Episode. On the other hand, when sadness, guilt, insomnia, 
or weight loss are present in a person with a recent myocardial infarction, each symp- 
tom would count toward a Major Depressive Episode because these are not clearly 
and fully accounted for by the physiological effects of a myocardial infarction. Smu- 
larly, when symptoms are clearly due to mood-incongruent delusions or hallucina- 
tions (e.g., a 30-pound weight loss related to not eating because of a delusion that 
one's food is being poisoned), these symptoms do not count toward a Major Depres- 
sive Episode. 
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tonged sleep latency, increased 
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symptoms may change with age. Certain symptoms such as somatic complaints, irri- 
tability, and social withdrawal are particularly common in children, whereas psycho- 
motor retardation, hypersomnia, and delusions are less common in prepuberty than 
in adolescence and adulthood. In prepubertal children, Major Depressive Episodes 
occur more frequently in conjunction with other mental disorders (especially Disrup- 
tive Behavior Disorders, AttentionrDencrt Disorders, and Anxiety Disorders) than 
in isolation. In adolescents, Major Depressive Episodes are frequently associated with 
Disruptive Behavior Disorders, Attention-Deficit Disorders, Anxiety Disorders, 
Substance-Related Disorders, and Eating Disorders. In elderly adults, cognitive 
symptoms (e.g., disorientation, memory loss, and distractibility) may be particularly 
prominent. 

Women are at significantly greater risk than men to develop Major Depressive Ep- 
isodes at some point during their lives, with the greatest differences found in studies 
conducted in the United States and Europe. This increased differential risk emerges 
during adolescence and may coincide with the onset of puberty. Thereafter, a signif- 
icant proportion of women report a worsening of the symptoms of a Major Depres- 
sive Episode several days before the onset of menses. Studies indicate that depressive 
episodes occur twice as frequently in women as in men. See the corresponding sec- 
tions of the texts for Major Depressive Disorder (p. 372), Bipolar I Disorder (p. 385), 
and Bipolar II Disorder (p. 394) for specific information on gender. 

Course 

Symptoms of a Major Depressive Episode usually develop over days to weeks. A pro- 
dromal period that may include anxiety symptoms and mild depressive symptoms, 
may last for weeks to months before the onset of a full Major Depressive Episode. The 
duration of a Major Depressive Episode is also variable. An untreated episode typi- i 
cally lasts 4 months or longer, regardless of age at onset. In a majority of cases, there 
is complete remission of symptoms, and functioning returns to the premorbid level. 
In a significant proportion of cases (perhaps 20%-30%), some depressive symptoms 
insufficient to meet full criteria for a Major Depressive Episode may persist for 
months to years and may be associated with some disability or distress (in which case 
the specifier In Partial Remission may be noted; p. 412). Partial remission following 
a Major Depressive Episode appears to be predictive of a sinular pattern after subse- 
quent episodes. In some individuals (5%r-10%), the full criteria for a Major Depressive 
Episode continue to be met for 2 or more years (in which case the specifier Chronic 
may be noted; see p. 417). 

Differential Diagnosis 

A Major Depressive Episode must be distinguished from a Mood Disorder Due to a 
General Medical Condition. The appropriate diagnosis would be Mood Disorder; 
Due to a General Medical Condition if the mood disturbance is judged to be the direct 
physiological consequence of a specific general medical condition (e.g v multiple scle- 
rosis, stroke, hypothyroidism) (see p. 401). This detenrunation is based on the history 
laboratory findings, or physical examination. If both a Major Depressive Episode an 
a general medical condition are present but it is judged that the depressive symptoms 
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are not the direct physiological consequence of the general medical condition, then 
the primary Mood Disorder is recorded on Axis I (e.g., Major Depressive Disorder) 
and the general medical condition is recorded on Axis HI (e.g., myocardial infarction). 
This would be the case, for example, if the Major Depressive Episode is considered to 
be the psychological consequence of having the general medical condition or if there 
is no etiological relationship between the Major Depressive Episode and the general 
medical condition. 

A Substance-Induced Mood Disorder is distinguished from a Major Depressive 
Episode by the fact that a substance (e.g., a drug of abuse, a medication, or a toxin) is 
judged to be ecologically related to the mood disturbance (see p. 405). For example, 
depressed mood that occurs only in the context of withdrawal from cocaine would be 
diagnosed as Cocaine-Induced Mood Disorder, With Depressive Features, With On- 
set During Withdrawals 

In elderly persons, it is often difficult to determine whether cognitive symptoms 
(e.g., disorientation, apathy, difficulty concentrating, memory loss) are better ac- 
counted for by a dementia or by a Major Depressive Episode* A thorough medical 
evaluation and an evaluation of the onset of the disturbance, temporal sequencing of 
depressive and cognitive symptoms, course of illness, and treatment response are 
helpful in making this determination. The premorbid state of the individual may help 
to differentiate a Major Depressive Episode from a dementia. In a dementia, there is 
usually a premorbid history of declining cognitive function, whereas the individual 
with a Major Depressive Episode is much more likely to have a relatively normal pre- 
morbid state and abrupt cognitive decline associated with the depression. 

Major Depressive Episodes with prominent irritable mood may be difficult to dis- 
tinguish from Manic Episodes with irritable mood or from Mixed Episodes. This 
distinction requires a careful clinical evaluation of the presence of manic symptoms. 
If criteria are met for both a Manic Episode and a Major Depressive Episode (except 
for the 2-week duration) nearly every day for at least a 1- week period, this would con- 
stitute a Mixed Episode. 

Distractibility and low frustration tolerance can occur in both Attention-Deficit/ 
Hyperactivity Disorder and a Major Depressive Episode; if the criteria are met for 
bom, Attention-Defldt/Hyperactivity Disorder may be diagnosed in addition to the 
Mood Disorder. However, the clinician must be cautious not to overdiagnose a Major 
Depressive Episode in children with Artenrion-Defidt/Hyperactivity Disorder whose 
disturbance m mood is characterized by irritability rather than by sadness or loss of 
interest. 

A Major Depressive Episode that occurs in response to a psychosocial stressor is 
distinguished from Adjustment Disorder With Depressed Mood by the fact that the 
full criteria for a Major Depressive Episode are not met in Adjustment Disorder. After 
the loss of a loved one, even if depressive symptoms are of sufficient duration and 
number to meet criteria for a Major Depressive Episode, they should be attributed to 
Bereavement rather than to a Major Depressive Episode, unless they persist for more 
than 2 months or include marked functional impairment, morbid preoccupation with 
worthlessness, suicidal ideation, psychotic symptoms, or psychomotor retardation- 

Finally, periods of sadness are inherent aspects of the human experience. These 
periods should not be diagnosed as a Major Depressive Episode unless criteria are 
met for severity (i.e., five out of nine symptoms), duration (i.e., most of the day, nearly 
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every day for at least 2 weeks), and dinicaDv sieniiicant dictr^ « • 
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EXHIBIT C2 



Impulse-Control Disorders 
Not Elsewhere Classified 



1 his section includes disorders of impulse control that are not classified as part of 
the presentation of disorders in other sections of the manual (e.g., Substance-Related 
Disorders, Paraphilias, Antisocial Personality Disorder, Conduct Disorder, Schizo- 
phrenia, and Mood Disorders may have features that involve problems of .impulse 
control). The essential feature of Impulse-Control Disorders is the failure to resist an 
impulse, drive, or temptation to perform an act that is harmful to the person or to oth- 
ers. For most of the disorders in this section, the individual feels an increasing sense 
of tension or arousal before committing the act and then experiences pleasure, grati- 
fication, or relief at the time of committing the act. Following the act there may or may 
not be regret, self-reproach, or guilt. The following disorders are included in this sec- 
tion: 

Intermittent Explosive Disorder is characterized by discrete episodes of failure to 
resist aggressive impulses resulting in serious assaults or destruction of property. 

Kleptomania is characterized by the recurrent failure to resist impulses to steal ob- 
jects not needed for personal use or monetary value. 

Pyromania is characterized by a pattern of fire setting for pleasure, gratification, 
or relief of tension. 

Pathological Gambling is characterized by recurrent and persistent maladaptive 
gambling behavior. 

Trichotillomania is characterized by recurrent pulling out of one's hair for plea- 
sure, gratification, or relief of tension that results in noticeable hair loss. 

Impulse-Control Disorder Not Otherwise Specified is included for coding disor- 
ders of impulse control that do not meet the criteria for any of the specific Impulse- 
Control Disorders described above or in other sections of the manual. 

312.34 Intermittent Explosive Disorder 

Diagnostic Features 

The essential feature of Intermittent Explosive Disorder is the occurrence of discrete 
episodes of failure to resist aggressive impulses that result in serious assaultive acts 
or destruction of property (Criterion A). Examples of serious assaultive acts include 
striking or otherwise hurting another person or verbally threatening to physically as- 1 
sault another individual. Destruction of property entails purposeful breaking of an 
object of value; minor or unintentional damage is not of sufficient severity to meet 
this criterion. The degree of aggressiveness expressed during an episode is grossly 
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out of proportion to any provocation or precipitating psychosocial stressor (Criterion 
B). A diagnosis of Intermittent Explosive Disorder is made only after other mental 
disorders that might account for episodes of aggressive behavior have been ruled out 
(&g., Antisocial Personality Disorder, Borderline Personality Disorder, a Psychotic 
Disorder, a Manic Episode, Conduct Disorder, or Attention-Deficit/ Hyperactivity 
Disorder) (Criterion C). The aggressive episodes are not due to the direct physiolog- 
ical effects of a substance (e.g./ a drug of abuse, a medication) or a general medical 
condition (e.g., head trauma, Alzheimer's disease) (Criterion C). The individual may 
describe the aggressive episodes as "spells" or "attacks" in which the explosive be- 
havior is preceded by a sense of tension or arousal and is followed immediately by 
a sense of relief. Later the individual may feel upset, remorseful, regretful, or embar- 
rassed about the aggressive behavior. 

Associated Features and Disorders 

Associated descriptive features and mental disorders. Individuals with Intermit* 
tent Explosive Disorder sometimes describe intense Impulses to be aggressive prior 
to their aggressive acts. Explosive episodes may be associated with affective symp- 
toms (irritability or rage, increased energy, racing thoughts) during the aggressive 
impulses and acts, and rapid onset of depressed mood and fatigue after the acts. 
Some individuals may also report that their aggressive episodes are often preceded 
or accompanied by symptoms such as tingling; tremor, palpitations, chest tightness, 
head pressure, or hearing an echo. Individuals may describe their aggressive im- 
pulses as extremely distressing. The disorder, may result in job loss, school suspen- 
sion, divorce, difficulties with interpersonal relationships or other impairment in 
social or occupational spheres, accidents (e.g., in vehicles}, hospitalization (eg., be- 
cause o£ injuries incurred in fights or accidents), financial problems, incarceratrons> or 
other legal problems. 

Signs of generalized impulsivity or aggressiveness may be present between explo- 
sive episodes. Individuals with Interrnittfent Explosive Disorder may report problems 
with chronic anger and frequent "subthreshold" episodes, in which they experience ag- 
gressive impulses but either manage to resist acting on them or engage in less destruc- 
tive aggressive behaviors (e.g., screaming, punching a wall without damaging it). 

Individuals with narcissistic, obsessive, paranoid, or schizoid traits may be espe- 
cially prone to having explosive outbursts of anger when under stress. Preliminary 
data suggest that Mood Disorders, Anxiety Disorders; Eating Disorders, Substance 
Use Disorders, and other Impulse-Control Pisorders may be associated wim Inter- 
mittent Explosive Disorder; Childhood histories may show severe temper tantrums, 
impaired attention, hyperactivity, and other behavioral difficulties, such as stealing 
and fire setting- 
Associated laboratory findings. There may be nonspecific EEG findings (e.g., slow- 
ing) or evidence of abnormalities on neuropsychological testing (e.g., difficulty with 
letter reversal). Signs of altered, serotonin metabolism (e.g., low mean 5-hydroxy- 
indoleacetic add [5-HIAA] concentrations) have been found in the cerebrospinal flu- 
id of some impulsive and temper-prone individuals, but the specific relationship of 
these findings to Intermittent Explosive Disorder is unclear. 
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Associated physical examination findings and general medical conditions. 

There may be nonspecific or "soft" findings on neurological examinations (e.g., reflex 
asymmetries or mirror movements). Developmental difficulties indicative of cerebral 
dysfunction may be present (e.g., delayed speech or poor coordination). A history of 
neurological conditions (e.g., migraine headaches, head injury, episodes of uncon- 
sciousness, or febrile seizures in childhood) may be present. However, if the clinician 
judges that the aggressive behavior is a consequence of the direct physiological ef- 
fects of a djagnosable general medical condition, the appropriate Mental Disorder 
Due to a General Medical Condition should be diagnosed instead (e.g., Personality 
Change Due to Head Trauma, Aggressive Type; Dementia of the Alzheimer's Type, 
Early Onset, Uncomplicated, With Behavioral Disturbance). 

Specific Culture and Gender Features 

Amok is characterized by an episode of acute, unrestrained violent behavior for which 
the person claims amnesia. Although traditionally seen in southeastern Asian coun- 
tries, cases of amok have been reported in Canada and the United States. Unlike Inter- 
mittent Explosive Disorder, amok typically occurs as a single episode rather than as 
a pattern of aggressive behavior and is often associated with prominent dissociative 
features. Episodic violent behavior is more common in males than in females. 

Prevalence 

Reliable information is lacking, but Intermittent Explosive Disorder is apparently 



Course 

Limited data are available on the age at onset of Intermittent Explosive Disorder, but 
it appears to be from childhood to the early 20s. Mode of onset may be abrupt and 
without a prodromal period. The course of Intermittent Explosive Disorder is vari- 
able, with the disorder having a chronic course in some individuals and a more epi- 
sodic course in other individuals. 

Familial Pattern 

Mood Disorders, Substance Use Disorders, Intermittent Explosive Disorder, and oth- 
er Impulse-Control Disorders maybe more common among the first-degree relatives 
of individuals with Intermittent Explosive Disorder than among the general popula- 
tion. 
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Differential Diagnosis 

Aggressive behavior can occur in the context of many other mental disorders. A di- 
agnosis of Intermittent Explosive Disorder should be considered only after all other 
disorders that. are associated with aggressive impulses or behavior have been ruled 
out. \i the aggre5^v : behav£or occurs exclusively during the course of a delirium, a 
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diagnosis of Intermittent Explosive Disorder is not given. Similarly, when the behav- 
ior develops as part of a dementia, a diagnosis of Intermittent Explosive Disorder is 
not made and the appropriate diagnosis is dementia with the specifier With Behav- 
ioral Disturbance, intermittent Explosive Disorder should be distinguished from Per- 
sonality Change Due to a General Medical Condition, Aggressive Type, which is 
diagnosed when the pattern of aggressive episodes is judged to be due to the direct 
physiological effects of a diagnosable general medical condition (e.g„ an individual 
who has suffered brain injury from an automobile accident and subsequently mani- 
fests a change in personality characterized by aggressive outbursts). In rare cases, epi- 
sodic violence may occur in individuals with epilepsy, especially of frontal and 
temporal origin (partial complex epilepsy). 

A careful history and a thorough neurological evaluation are helpful in making the 
determination. Note that nonspecific abnormalities on neurological examination 
(e.g., "soft signs") and nonspecific EEG changes are compatible with a diagnosis of 
Intermittent Explosive Disorder and only preempt the diagnosis if they are indicative 
of a diagnosable general medical condition. 

Aggressive outbursts may also occur in association with Substance Intoxication 
or Substance Withdrawal, particularly associated with alcohol, phencyclidine, co- 
caine and other stimulants, barbiturates, and inhalants. The clinician should inquire 
carefully about the nature and extent of substance use, and a blood or urine drug 
screen may be informative. 

Intermittent Explosive Disorder should be distinguished from the aggressive or 
erratic behavior that can occur in Oppositional Defiant Disorder, Conduct Disorder, 
Antisocial Personality Disorder, Borderline Personality Disorder, a Manic Episode, 
and Schizophrenia. If the aggressive behavior is better accounted for as a diagnostic 
or associated feature of another mental disorder, a separate diagnosis of Intermittent 
Explosive Disorder is not given. However, impulsive aggression in individuals with 
Antisocial Personality Disorder and Borderline Personality Disorder can have specif- 
ic clinical relevance, in which case both diagnoses may be made. For example, if an 
individual with an established, diagnosis of Borderline Personality Disorder develops 
discrete episodes of failure to resist aggressive impulses resulting in serious physical 
or verbal assaultive acts or destruction of property, an additional diagnosis of Inter- 
mittent Explosive Disorder may be warranted; 

"Anger attacks" — sudden spells of anger associated with autonomic arousal (tachy- 
cardia, sweating, flushing) and feelings of being out of control — have been described 
in individuals with Major Depressive Disorder and Panic Disorder. If these attacks 
occur only in the setting of a Major Depressive Episode or a Panic Attack, they should 
not count toward a diagnosis of Intermittent Explosive Disorder. However, if these 
anger attacks also occur at times other than during Major Depressive Episodes or 
Panic Attacks, and meet the Intermittent Explosive Disorder criterion for serious as-, 
saultive acts, then both diagnoses may be given. 

Aggressive behavior may, of course, occur when no mental disorder is present 
Purposeful behavior is distinguished from Intermittent Explosive Disorder by the 
presence of motivation and gain in the aggressive act. In forensic settings, individuals 
may malinger Intermittent Explosive Disorder to avoid responsibility for their be- 
havior. Anger as a normal reaction to specific life events or environmental situa- 
tions also needs to be distinguished from the anger that may occur as part of an 
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aggressive episode in Intermittent Explosive Disorder, which occurs with little or no 
provocation. 



Diagnostic criteria for 312.34 Intermittent Explosive Disorder 

A. Several discrete episodes of failure to resist aggressive impulses that result rn serious 
assaultive acts or destruction of property. 

B. The degree of aggressiveness expressed during the episodes is grossly out of propor- 
tion to any precipitating psychosocial stressors. 

C. The aggressive episodes are not better accounted for by another mental disorder 
(e.g., Antisocial Personality Disorder, Borderline Personality Disorder, a Psychotic Dis- 
order, a Manic Episode, Conduct Disorder, or Attention-Deficlt/Hyperactlvrty Disor- 
der) and are not due to the direct physiological effects of a substance (e.g., a drug of 
abuse, a medication) or a general medical condition (e.g.. head trauma, Alzheimer's 
disease). 



312.32 Kleptomania 

Diagnostic Features 

The essential feature of Kleptomania is the recurrent failure to resist impulses to steal 
items even though the items are not needed for personal use or for their monetary val- 
ue (Criterion A). The individual experiences a rising subjective sense of tension be- 
fore the theft (Criterion B) and feels pleasure, gratification, or relief when committing 
the theft (Criterion C). The stealing is not committed to express anger or vengeance, 
is not done in response to a delusion or haUucination (Criterion D), and is not better 
accounted for by Conduct Disorder, a Manic Episode, or Antisocial Personality Dis- 
order (Criterion E). The objects are stolen despite the fact that they are typically of lit- 
tle value to the individual, who could have afforded to pay for them and often gives 
them away or discards them. Occasionally the individual may hoard the stolen ob- 
jects or surreptitiously return them. Although individuals with this. disorder will gen- 
erally avoid stealing when immediate arrest is probable (e.g., in full view of a police 
officer), they usually do not preplan the thefts or fully take into account the chances 
of apprehension. The stealing is done without assistance from, or collaboration with, 
others. 



Associated Features and Disorders 

Individuals with Kleptomania experience the impulse to steal as ego-dystonic and are 
aware that the act is wrong and senseless. The person frequently fears being appre- 
hended and often feels depressed or guilty about the thefts. Kleptomania may be as- 
sociated with compulsive buying as well as with Mood Disorders (especially Major 
Depressive Disorder); Anxiety Disorders, Eating Disorders (particularly Bulimia 
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Nervosa), Personality Disorders, and other Impulse-Control Disorders. The disorder 
may cause legal, family, career, and personal difficulties. 

Specific Gender Features 

Preliminary evidence suggests that, in clinical samples, approximately two-thirds of 
individuals with Kleptomania are female. 

Prevalence 

Kleptomania is a rare condition that appears to occur in fewer than 5% of identified 
shoplifters. Its prevalence in the general population is unknown. 

Course 

Age at onset of Kleptomania is variable. The disorder may begirt in childhood, ado- 
lescence, or adulthood, and in rare cases in late adulthood. There is little systematic 
information on the course of Kleptomania, but three typical courses have been de- 
scribed: sporadic with brief episodes and long periods of remission; episodic with 
protracted periods of stealing and periods of remission; and chronic with some de- 
gree of fluctuation. The disorder may continue for years, despite multiple convictions 
for shoplifting. 

Familial Pattern 

There are no controlled family history studies of Kleptomania. However, preliminary 
data suggest that first-degree relatives of individuals with Kleptomania may have 
higher rates of Obsessive-Compulsive Disorder than the general population. 

Differential Diagnosis 

Kleptomania should be distinguished from ordinary aicts of theft or shoplifting. Or- 
dinary theft (whether planned or impulsive) is deliberate and Is motivated by the use- 
fulness of the object or its monetary worth. Some individuals, especially adolescents, 
may also steal on a dare, as an act of rebellion, or as a rite. of passage. The diagnosis 
is not made unless other characteristic features of Kleptomania are also present. Klep- 
tomania is exceedingly rare, whereas shoplifting is relatively common. In Malinger- 
ing, individuals may simulate the symptoms of Kleptomania to avoid criminal 
prosecution. Antisocial Personality Disorder and Conduct Disorder are distin- 
guished from Kleptomania by a general pattern of antisocial behavior. Kleptomania 
should be distinguished from intentional or inadvertent stealing that may occur dur- 
ing a Manic Episode, in response to delusions or hallucinations (eg., in Schizophre- 
nia), or as a result of a dementia. 
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Diagnostic criteria for 312.32 Kleptomania 

A. Recurrent failure to resist impulses to steal objects that are not needed for personal 
use or for their monetary value. 

B. Increasing sense of tension Immediately before committing the theft. 

C. Pleasure, gratification, or relief at the time of committing the theft. 

D. The stealing is not committed to express anger or vengeance and is not in response 
to a delusion or a hallucination. 

E. The. stealing is not better accounted for by Conduct Disorder, a Manic Episode, or 
Antisocial Personality Disorder. 



312.33 Pyromania 

Diagnostic Features 

The essential feature of Pyromania is the presence of multiple.episodes of deliberate 
and purposeful fire setting (Criterion A). Individuals with this disorder experience 
tension or affective arousal before setting a fire (Criterion B). There is a fascination 
with, interest in, curiosity about, or attraction to fire and its situational contexts (e.g., 
paraphernalia, uses, consequences) (Criterion Q. Individuals- with this disorder are 
often regular "watchers" at fires in their neighborhoods, may set off false alarms, and 
derive pleasure from institutions, equipment, and personnel associated with fire:. 
They may spend time at the local fire department, set fires to be affiliated with the fire 
department, or even become firefighters. Individuals with this disorder experience 
pleasure, gratification, pr.a release of tension when setting the fire, witnessing its ef- 
fects, or participating in its aftermath (Criterion D). The fire setting is not done for 
monetary gain, as an expression of sociopolitical ideology, to conceal criminal activi- 
ty, to express anger or vengeance, to improve one's living drcumstances, or in re- 
sponse to a delusion or a hallucination (Criterion E). The fire setting does not result 
from impaired judgment (e.g., in dementia or Mental Retardation). The diagnosis is 
not made if the fire setting is better accounted for by Conduct Disorder, a Manic Epi- 
sode, or Antisocial Personality Disorder (Criterion F). * 

Associated Features and Disorders 

Individuals with Pyromania may make considerable advance preparation for starting 
a fire. They may be indifferent to the consequences to life or property caused by the 
fire, or they may derive satisfaction from the resulting property destruction. The be- 
haviors may lead to property damage, legal consequences, or injury or loss of life to 
the fire setter or to others. Individuals who impulsively set fires (who may or may not 
have Pyromania) often have a current or past history of Alcohol Dependence or 
Abuse. 
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Specific Age and Gender Features 

Although fire setting is ia major problem in children and adolescents (over 40% of 
those arrested for. arson offenses in the United States are under age 18 years), Pyro- 
mania in childhood appears to be rare. Juvenile fire setting is usually associated with 
Conduct Disorder, Attention-Dehctt/Hyperactivity Disorder, or Adjustment Disor- 
der. Pyromania occurs much more often in males, especially those with poorer social 
skills and learning difficulties. 

Prevalence 

Pyromania is apparently rare. 
Course 

There are insufficient data to establish a typical age at onset of Pyromania. The rela- 
tionship between fire setting in childhood and Pyromania in adulthood has not been 
documented. In individuals with Pyromania, fire-setting incidents are episodic and 
may wax and wane in frequency. Longitudinal course is unknown. 
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Differential Diagnosis 

It is important to rule out other causes of fire setting before giving the diagnosis of 
Pyromania. Intentional fire setting may occur for prof it, sabotage/ or revenge; to con- 
ceal a crime; to make a political statement (e.g., an act of terrorism or protest); or to 
attract attention or recognition (e.g., setting a fire in order to discover it and save the 
day). Fire setting may also occur as part of developmental experimentation in child- 
hood (e.g., playing with matches, lighters* or fire). Some individuals with mental dis- 
orders use fire setting to communicate a desire, wish, or need, often directed at 
gaining a change in the nature or location of services. This form of fire setting has 
been referred to as "communicative arson" and must be carefully distinguished from 
Pyromania. A separate diagnosis of Pyromania is not given when fire setting occurs 
as part of Conduct Disorder, a Manic Episode, or Antisocial Personality Disorder, 
or if it occurs in response to a delusion or a hallucination (e.g., in Schizophrenia) or 
if it is due to the direct physiological effects of a general medical condition (e.g., epi- 
lepsy). The diagnosis of Pyromania should also not be given when fire setting results 
from impaired judgment associated with dementia, Mental Retardation, or Sub- 
stance Intoxication. 
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Diagnostic criteria for 312.33 Pyromania 

A. DeHberate and purposeful fire setting on more than one occasion. 
a Tension or affective arousal before the act. 

contexts (e.g.. paraphernalia, uses, consequences). 

ina in their aftermath. . . 

Antisocial Personality Disorder. 
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Diagnostic Features 
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strained, the person may resort to antisocial behavior (e.g., forgery, fraud, theft, or 
embezzlement) to obtain money (Criterion A8). The individual may have jeopardized 
or lost a significant relationship, job, or educational or career opportunity because of 
gambling (Criterion A9). The individual may also engage in "bailout" behavior, turn- 
ing to family or others for help with a desperate financial situation that was caused 
by gambling (Criterion A10). 

Associated Features and Disorders 

Associated descriptive features and mental disorders. Distortions in thinking 
(e.g., denial, superstitions, overconfidence, or a sense of power and control) may be 
present in individuals with Pathological Gambling. Many individuals with Patholog- 
ical Gambling believe that money is both the cause of and solution to all their prob- 
lems. Individuals with Pathological Gambling are frequently highly competitive, 
energetic, restless, and easily bored. They may be overly concerned with the approval 
of others and may be generous to the point of extra vagance. When not gambling, they 
may be workaholics or "binge" workers who wait until they are up against deadlines 
before really working hard. They may be prone to developing general medical condi- 
tions that are associated with stress (e.g., hypertension, peptic ulcer disease, migraine). 
Individuals seeking treatment for Pathological Gambling have relatively high rates of 
suicidal ideation and suicide attempts. Studies of men with Pathological Gambling 
suggest that a history of inattentive and hyperactive symptoms in childhood may be 
a risk factor for development of Pathological Gambling later in life. Increased rates of 
Mood Disorders, Attention-Deficit/ Hyperactivity Disorder, Substance Abuse or De- 
pendence, other Impulse-Control Disorders, and Antisocial, Narcissistic, and Border- 
line Personality Disorders have been reported in individuals with Pathological 
Gambling, 

Associated laboratory findings. There are no laboratory findings that are diagnos- 
tic of Pathological Gambling. However, a variety of laboratory findings have been re- 
ported to be abnormal in males with Pathological Gambling compared with control 
subjects. These include measures of neurotransmitters and their metabolites in cere- 
brospinal fluid and urine, and response to neuroendocrine challenges, implicating 
abnormalities in a variety of neurotransmitter systems, including the serotonin, nor- 
epinephrine, and dopamine systems. Abnormalities in platelet monoarnine oxidase 
activity have also been reported in males with Pathological Gambling. Individuals 
with Pathological Gambling may display high levels of impulsivity on neuropsycho- 
logical tests. 

Specific Culture arrd Gender Features 

There are cultural variations in the prevalence and type of gambling activities (e.g., 
pai go, cockfights, horse racing, the stock market). Approximately one-third of indi- | 
viduals with Pathological Gambling are females, but in different geographic areas 
and cultures, gender ratio can vary considerably. Females with the disorder are more 
apt to be depressed and to gamble as an escape. Females are underrepresented in 
treatment programs for gambling and represent only 2%rA% of the population of 
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Gamblers Anonymous* This may be a function of the greater stigma attached to fe- 
male gamblers, 

Prevalence 

The prevalence of Pathological Gambling is influenced by both the availability of 
gambling and the duration of availability such that with the increasing availability of 
legalized gambling, there is an increase in the prevalence of Pathological Gambling. 
Community studies estimate the lifetime prevalence of Pathological Gambling to range 
from 0.4% to 3.4% in adults, although prevalence rates in some areas (e.g., Puerto Rico, 
Australia) have been reported to be as high as 7%. Higher prevalence rates, ranging 
from 2.8% to 8%, have been reported in adolescents and college students. The preva- 
lence of Pathological Gambling may be increased in treatment-seeking individuals 
with a Substance Use Disorder. 

Course 

Pathological Gambling typically begins in early adolescence in males and later in life 
in females. Although a few individuals are "hooked" with their very first bet, for 
most the course is more insidious. There may be years of social gambling followed by 
an abrupt onset that may be precipitated by greater exposure to gambling or by a 
stressor. The gambling pattern may be regular or episodic, and the course of the dis- 
order is typically chronic. There is generally a progression in the frequency of gam- 
bling, the amount wagered, and the preoccupation with gambling and obtaining 
money with which to gamble; The urge to gamble and gambling activity generally in- 
crease during periods of stress or depression. 

Familial Pattern 

Pathological Gambling and Alcohol Dependence are both more common among the 
parents of individuals with Pathological Gambling than among the general popula- 
tion. 

Differential Diagnosis 

Pathological Gambling must be distinguished from social gambling and professional 
gambling. Social gambling typically occurs with friends or colleagues and lasts for a 
limited period of time, with predetermined acceptable losses. In professional gam- 
bling, risks are limited and discipline is central. Some individuals can experience 
problems associated with their gambling (e.g., short-term chasing behavior and loss 
of control) that do not meet the full criteria for Pathological Gambling. 

Loss of judgment and excessive gambling may occur during a Manic Episode. An 
additional diagnosis of Pathological Gambling should only be given if the gambling 
behavior is not better accounted for by the Manic Episode (e.g., a history of maladap- 
rive gambling behavior at times other than during a Manic Episode).. Alternatively, 
an individual ;^&'Patrtolo£ical Gambling may exhibit behavior during a gambling 
binge that vaea^S^f^s^ Episode. However, once the individual is awav from the 
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gambling, these manic-like features dissipate. Problems with g^ bl *f ^^sor" 
Lividuals with Antisocial Personality Disorder; if catena are met for both d,sor- 
ders, both can be diagnosed. 



Diagnostic criteria for 312.31 Pathological Gambling 

A. Persistent and recurrent maladaptive gambling behavior as indicated by f.ve (or 
more) of the lollowing: 

(1) is preoccupied with gambling (e.g., preoccupied with reliving past gambling ex- 
periences handicapping or planning the next venture, or th.nkmg of ways to 
get money with which to gamble) » , h d _ 

(2) needs to gamble wrth increasing amounts of money In order to achieve the de- 

(3) n« d reTeateTu n nsuccessful effort: to Control, cut back, or stop gambling 
(4 Is restless or irritable when attempting td.cut down or stop 9^09 

(5) gambles as a way of escaping from problems or of rehevlng a dysphoric mood 
(e.g., feelings of helplessness, guilt, anxiety, depression) ,. 

(6) Liter losing money gambling, often returns another day to get even ( chasm* 

(7) Uestof^^ 

(8) hero's illegal acts such as forgery, fraud, theft, or embezzlement to fi- 

(9) hLleo^ized or lost a significant relationship, job, or educational or career 
m re^rl^rprS^y to relieve a desperate financia, situation 

caused by gambling 
B. The gambling behavior is not better accounted for by a Manic Episode. 



312.39 Trichotillomania 



Diagnostic Features 

The essential feature of Trichotillomania is the recurrent pulling out of one'* own hai| 
that results in noticeable hair loss (Criterion A). Sites of hair pulling may 
region of thebody in which hair may grow (including axillary, pubic, andpenrectal re, 
gXwm^enLt commons^ 

L may occur in brief episodes scattered throughout the day or in less frequent buj. 
m L sustained periods that can continue for hours. Hair pulling often occurs m 
of relaxationancVdistraction (e.g., when readinga book or watcWng television) but 
also occur during stressful circumstances. An increasing sense of tension is present i 
mediately before pulling out the hair (Criterion B). For some, tension does not necess 
Uv precede the act but is associated with attempts to resist the urge. There 
gratification, pleasure, or a sense of relief when pulling out the hair (Criterion C). - 
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312.39 Trichotillomania 
Associated Features and Disorders 

twirlingitoff, pulling ^ s ^^^f^ 0 t uSauTooSr in the presence of 
occur with Trichotittomama. ^^^tXdi situations may be avoid- 
o*erpeople(exceptu n m^fa^^^^ ^ ronceal otcam ou- 
ed. Individuals commonly deny mar ha^puMms from other 

flage the resulting alopecia. Some ^ dua ^^d 0 so surreptitiously. They 
people and may sometimes try to tod W^^^^^eSera or carpets). 
m^puuhai»4m P ets^ 
NaUbitmg,scmtch^ 

SS£S£2r Ssord^ or Mental Retardation 

acterisuc and may aid diagnosis when Tn ^°™~T volved areas ma y reveal short 
dividual denies symptoms ^^^n Z^^ Sdam^ged follicles 
and broken hairs. Histological ^^airs. Some hair follicles 

in the same area, as well "^"^Sh). Involved foUidesmay 
may show signs of trauma ^^S^SSZ mairiaL The absence of in- 

Aa.ociat.d Physica, examine «^£^p£^S^ 
Pain is not routinely reported to accompany^ ^ u ^£ghl AreaS 
themvolvedareasmaybepresentT^pa^o s £ ^^yWr2;ed hair density, 
of complete alopecia are con^^ 

When the scalp is involved, tiiere may be a prea excoriation . There may 

pons. The surface of the scalp usuaUy shows no perimeter around the 

be a pattern of nearly complete ba ^ ^^tonsure trichotillo- 

outeLargins of the scalp, particular ^^ThL^g of pubic hairs 

mania"). Eyebrows and ^^^^l^t^r on the limbs or tor- 
may be apparent on ir^perton. There may be a anemia, abdomi- 

perforation. 
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Specific Culture, Age, and Gender Features 

Among children with Trichotillomaniav males and females are equally represented. 
Among adults, Trichotillomania is much more common: among females than among 
males. This may reflect the true gender ratio of the condition, or it may reflect differ- 
ential treatment seeking based on cultural or gender-based attitudes regarding ap- 
pearance (e.g., acceptance of normative hair loss among males). 

Prevalence 

No systematic data are available on the prevalence of Trichotillomania. Although 
Trichotillomania, was previously thought to be an uncommon condition, it is now 
believed to occur more frequently. For example, a survey of college students found 
a lifetime rate of 0.6%. 

Course 

Transient periods of hair pulling in early childhood may be considered a benign 
"habit" with a self-limited course. Individuals who present with chronic Trichotillo- 
mania in adulthood often report onset in early adolescence. Some individuals have 
continuous symptoms for decades. For others,, the disorder may come and go for 
weeks> months, or years at a time. Sites of hair pulling may vary over time. 

Differential Diagnosis 

Other causes of alopecia should be considered in individuals who deny hair pulling 
(eg., alopecia areata, male-pattern baldness,: chronic discoid lupus erythematosus, 
lichen plaftopilaris, folliculitis decalvans, pseudopelade, and alopecia mucinosa); 
A separate diagnosis of Trichotillomania. is not given if the behavior is better account- 
ed for by another mental disorder (e.g., in response to a delusion or a hallucination 
in Schizophrenia). The repetitive hair pulling in TrichotiUomania must be distin- 
guished from a compulsion, as in Obsessive-Compulsive Disorder. In Obsessive- 
Compulsive Disorder, the repetitive behaviors are performed in response to an obses- 
sion^ or according to rules that must be applied rigidly; An additional diagnosis of 
Stereotypic Movement Disorder is not made if the repetitive behavior is limited to 
hair pulling. The self-induced alopecia in Trichotillomania must be distinguished 
from Factitious Disorder With Predominantly Physical Signs and Symptoms, in 
which the motivation. for the behavior is assuming the sick role. 

Many individuals twist and play with hair, especially during states of heightened 
anxiety, but this behavior does not usually qualify for a diagnosis of Trichotillomania. . 
Some individuals may present with features of Trichotillomania, but the resulting 
hair damage may be so slight as to be virtually undetectable.. In such situations, the 
diagnosis should only be considered if the individual experiences significant distress 
In children, self-limited periods of hair pulling are common and may be considered 
a temporary "habit." This form of childhood hair pulling differs from adult forms of 
Trichotillomarua in that there may be an absence of reported tension or relief associ- 
ated with the hair pulling, therefore, among children, the diagnosis should be re- 
served for situations in which tine behavior has persisted for several months. 
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Diagnostic criteria for 312.39 Trichotillomania 

A Recurrent pulling out of one's hair resulting In noticeable hair loss. 
B. An increasing sense of tension Immediately before pulling out the hair or when at- 
tempting to resist the behavior. 
C Pleasure, gratification, or relief when pulling outthe hair. 

The disturbance is not better accounted for by another mental . disorder and is not 
due to a general medical condition (e.g., a dermatologieal condition). 
E. The disturbance causes clinically significant distress or impairment in social, occupa- 
tional, or other important areas of functioning. 

312.30 Impulse-Control Disorder 
Not Otherwise Specified 

This category is for disorders of impulse control (e.g., skin picking) that do not meet 
^^^t^yspe^^\^^^<^ or for another mental dwder 
Sg features Evolving impulse control described elsewhere in the manual (e.g.. 
Substance Dependence, a Paraphilia). 
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Impulse-Control Disorders Measures 

Eric Hollander, M.D. 
Lisa Cohen , Ph.D. 
Lorraine Simon, M.A. 




INTRODUCTION 



Major Domains 

This chapter covers tests and instruments that assess the 
DSM^IV category of impulse-control disorders, which is 
composed of the following diagnoses: intermittent explo- 
sive disorder, trichotillomania, pathological gambling, 
kleptomania, pyromania, and impulse-control disorder 
not otherwise specified. Also described are state and trait 
measures of anger, aggression, and impulsivity. At present 
there are no published tests specifically designed to mea- 
sure most of the impulse-control disorders listed There- 
fore, we include instruments for only two of the six di- 
agnoses: a measure of pathological gambling (the South 
Oaks Gambling Screen [SOGS]) and two measures for 
trichotillomania (the Psychiatric Institute Trichotillo- 
mania Scale [PITS] and the Massachusetts General Hos- 
pital [MGH] Hairpulling Scale), The remaining five mea- 
sures in this chapter assess general dimensions of anger, 
aggression, and impulsivity, 

Impulsivity is generally defined as acting without 
thinking or as behaving recklessly without regard to con- 
sequences. .Impulsivity as a dimension is measured by the 
Barratt Impulsiveness Scale, Version 1 1 (BIS-1 1). Anger, 
aggression, and hostility cover a range of constructs that 
encompass subjective emotional experience, quality of 
emotional reactivity, patterns of emotional expression, 
inhibition or disinhibition of anger responses, and 



ciated verbal and physical behaviors. In this chapter we 
include four anger and aggression instruments that differ 
considerably in their focus: the Anger, Irritability, and 
Assault Questionnaire (AJAQ); the Buss-Durkee Hostil- 
ity Inventory (BDHI); the Overt Aggression Scale — 
Modified (OAS-M); and the State-Trait Anger Expres- 
sion Inventory (STAXIJ. The relationship between the 
constructs of impubivity and aggression and specific 
impulse-control disorders is complex. Although these di- 
mensional scales do not measure specific diagnostic en- 
tities, they are included because of their relevance to the 
constructs underlying the diagnostic category of impulse* 
control disorder. High trait levels of impulsivity and/or 
aggression may dispose people to perform the behaviors 
associated with specific impulse-control disorders, such as 
pathological gambling, intermittent explosive disorder, 
or impulse-control disorder not otherwise specified. For 
example, high scores on the Motor Impulsiveness factor 
of the BIS" 1 1 have been associated with a greater number 
of impulsive acts in inmates. 

Organization 

The measures included in this chapter are listed in Table 
31-1 . Because impulsiveness is a general concept that cuts 
across these disorders, the first measure presented is the 
BIS- 1 1 . We then describe four scales for assessing anger 
and aggression that may be relevant in the assessment of 
the DSM-IV category intermittent explosive disorder. Fi- 
nally, we present the three scales that can be used to 
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TABLE 31-1 ■ Impulse-control tfysorders measures 



Name of measure 


Disorder or construct assessed 


Format 


Pages | 


Barratt Impulsiveness Scale, 
Version 11 (BIS-11)* 


Impulsivity 


Self-administered 
questionnaire; 30 items 


691-6<?3ll 


Anger, Irritability, and Assault 
Questionnaire (AIAQ)* 


Impulsive aggression . 


Self-report; 84 items 
(original), 210 Items 
(revised) 


694-697* | 


Buss-Durkee Hostility Inventory 
(BDHU* 


Components of hostility 


Self-report; 75 items 


697-699 1 


Overt Aggression Scale — 
Modified (OAS-M)* 


Aggressive behavior in outpatients 


Semistructured interview? 
25 items 


699-7031 

•§ 


State-Trait Anger Expression 
Inventory (STAX1) . 


Components of anger 


Self-administered 
questionnaire; 44 items 


702-706.1 


South Oaks Gambling Screen 
(SOGS)* 


Pathological gambling 


Interview or self-report; 
20 items 


706-706! 


Massachusetts General Hospital 
(MGH) Hairpuilmg Scale* 


Trichotillomania 


Self-report questionnaire; 
7 items 


708-7 10^ 

■3 

1 


Psychiatric Institute 
Trichotillomania Scale (PITS)* 


Trichotillomania 


Semistructured interview; 
6 items 


711-7 12^1 

' 1 



•Measure is Included on the GD-ROM that accompanies thJs handbook. 



assess specific DSM diagnoses, one for pathological gam- 
bling and two for trichotillomania. 

Relevant Measures Included Elsewhere 
in the Handbook 

With the exception of the OAS-M, measures of auto* 
aggressive or self-mutilative behavior are found in Chap- 
ter 1 6,. "Suicide Risk Measures." Measures that primarily 
assess children's and adolescents' behavior are found in 
Chapter 17, "Child and Adolescent Measures for Diag- 
nosis and Screening," Chapter 18, "Symptom-Specific 
Measures for Disorders Usually First Diagnosed in In- 
fancy, Childhood, or Adolescence," and Chapter 19, 
"Child and Adolescent Measures of Functional Status." 



USING MEASURES IN THIS DOMAIN 
Goals of Assessment 

The main goals of assessment within this domain are 
measuring current, recent, and remote episodes of violent 
or aggressive behavior; determining the severity of cur- 



rent anger, aggression, hostility, hair pulling, or gambling;! 
and measuring change over time. Assessment is intend 
to aid in determining the patient's propensity toward \m\ 
pulsivity, anger, or hostility as a personality trait and chus| 
whether a patient meets the criteria for a particula^f 
impulse-control disorder. Such information can be of ust| 
in clinical evaluation, treatment planning, and evahia^J 
tioh of response to treatment. All of the measures <sie$ 

appropriate for use in research as well. ' '% 

J. 

Implementation Issues 

Six of the eight measures axe self-report quest ionnaire*s| 
although one {the SOGS) can also be administered as 
semistructured interview. Two measures (the PITS and| 
the OAS-M) are semistructured interviews. j 3 

Measures also have varying time frames; they cat?:' 
assess current state (e.g., the STAXI), state or trait acroas|| 
the past week (e.g., the AIAQ, the OAS-M, the MG«| 
Hairpulling Scale, and the PITS), or trait across Iire.tirae| 
(e.g., the STAXI, the AIAQ, and the SOGS). The| 
AIAQ offers three time frames in the initial version anil 
five time frames in a later revision. Neither the BDH&I 
nor the BIS-1 1 : specifies a time frame. 



Many of the measures included in this chapter have 
common limitations. First, all the dimensional measures 
assess traits that are generally considered socially unde- 
sirable and aTe thus sensitive to social desirability biases, 
because subjects may be tempted to underreport u rides ir- 
able traits. Moreover, most of the dimensional instru- 
ments are self-report measures, which are vulnerable to 
several reporting biases. Findings may be confounded by 
subjects' poor insight into their own attitudes and be- 
haviors, by desires to portray themselves favorably or to 
exaggerate their impairment and distress in an attempt 
to affect treatment, and by subjects' misunderstanding of 
the questions or instructions. 

In addition, most self-report scales are aimed at sub- 
jects of normal intellect. Thus, many scales may not be 
appropriate for intellectually impaired subjects.. Al- 
though none of the scales in this chapter are specifically 
designed for nonverbal or intellectually impaired sub- 
jects, those that focus primarily oh assessment of concrete 
behavior, such as the OAS-M, the PITS, and the MGH 
Hairpulling Scale, have potential clinical utility with this 
population. 

Of particular concern, many of the dimensional in- 
struments appear to become less sensitive at more ex- 
treme levels, for several reasons. The oldest and most 
widely used measures in this domain (the BDH1 and the 
BIS- 11) were developed for research purposes and were, 
in large part, validated on university students, who differ 
considerably in age, level of education, and socioeco- 
nomic status from many clinical populations. Thus, these 
instruments do not always generalize well to clinical sam- 
ples. Many of the self-report measures rely heavily on 
questions that ask subjects to make generalizations about 
relevant attitudes or behavioral patterns. According to a 
fairly large body of literature, highly impulsive and ag- 
gressive people have difficulties conceptualizing their 
own personal traits and, consequently, demonstrate poor 
insight Into their own behavior. 

Few of the scales focus on concrete behavioral man- 
ifestations of impulsive or aggressive traits. Such quesf 
tions are of most interest to clinicians who work with 
these populations and are also likely to best identify high 
levels of impulsive and aggressive behavior. For example, 
many subjects may feel like slapping someone else, but 
the frequency with which they act on this impulse de- 
termines their true levels of impulsivity and aggression. 

Therefore, additional assessment of concrete agjgres- 
sive behaviors would still be needed for a complete eval- 



uation. The scales should thus be used only with gTeat 
caution for predicting future aggressive behavior and only 
in combination with other sources of information. 

Issues in Interpreting Psychometric Data 
Limitations in the psychometric properties of most of 
these instruments hamper the interpretation of individ^ 
uat test scores. Few of the scales in this domain have 
standardized norms or cutoff scores. The ST AX I is the 
only trait measure for which norms have been deter- 
mined, and the SOGS is the only diagnostic measure for 
which a cutoff score has been determined. Similarly, most 
of the scales were validated on samples of limited size. 
Hence, it is difficult to interpret the clinical significance 
of individual scores. 

The three scales that assess diagnostic categories are, 
by definition, more closely geared toward clinical phe- 
nomena than, the other scales. They are more oriented 
toward assessing specific behavioral symptoms (e.g., time 
spent pulling hair in the past week) and should thus 
maintain sensitivity at high levels of clinical severity. Be- 
cause both of the trichotillomania scales are fairly new 
and are in the preliminary stages of validation, no stan- 
dardized norms or cutoff scores are available for these 
scales. 

Other than the SOGS, which functions as the gold 
standard for its domain, there is no gold standard in de- 
termining the validity of any of these scales. For example, 
for the trichotillomania scales covered in this chapter, 
each scale uses its correlation with the other as the sole 
evidence of validity. 

GUIDE TO THE SELECTION 
OF MEASURES 



All the instruments presented here may be of some use 
in clinical settings. For example, they^ can help provide 
a systematic assessment of baseline symptomatology and 
of change across treatment. In group settings, such as 
clinics, hospitals, and even large practices, these measures 
can be used to assess the impact of* specific clinical factors 
(impulsivity and aggression) on a range of treatment vari- 
ables, including treatment success, treatment compli- 
ance, rehospitalization, and therapeutic alliance. None 
of these instruments, however, should substitute for a 
rhorough clinical evaluation, and most should be admin- 
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istered in conjunction with other measures. When pos- 
sible, clinicians should use measures of a different format 
along with self- report measures. All the instruments in 
this chapter are especially appropriate for research pur- 
poses, for which sensitivity to variation in group means 
is most important. 

For the purpose of measuring impulsiviry as a state 
or trait chat might cut across the diagnostic categories 
covered in this chapter and the entire spectrum of dis- 
orders with associated impulsive behavior (e.g., bipolar 
disorder, conduct disorder, borderline personality disor- 
der, antisocial personality disorder, eating disorders, 
paraphilias, and substance use disorders), the only scale 
that might be applicable is the BiS-lL Although sup* 
porting data are currently lacking, the BIS- 11 abo may 
be useful in measuring change in an individual's impul- 
sivity over time in response to treatment. The tack of 
norms and standardized scores limits its utility as a clini- 
cal assessment tool, but the BIS- 11 has been shown to 
discriminate between impulsive and nonimpubive 
groups. 

Despite the lack of measures specifically designed to 
diagnose intermittent explosive disorder, several mea- 
sures that might be helpful in the assessment of anger and 
aggression, two essential components of this disorder, are 
available. The self-report BDHI is the most widely 
known instrument for measuring anger and hostility, but 
its lack of standardized normfc makes interpretation of in- 
dividual scores difficult. 

The STAXI, which focuses on modes of anger ex- 
pression, is very well standardized and has detailed norms. 
It also has some utility in predicting stress-related physi- 
cal conditions, such as hypertension. However, the 
STAXI has limited utility in populations with extreme 
levels of anger oi aggression, such as subjects with anti- 
social personality disorder or prisoners, because it fails to 
measure the frequency of concrete, aggressive behaviors. 
The A1AQ, another self- report measure of angeT and ag- 
gression, is more extensive and covers irritability, anger, 
and concrete aggressive behavior over three different 
time frames. However, the absence of norms, clear cutoff 
scores to assess diagnostic relevance, and srandardired 
scores limits the clinical utility of both the STAXI and 
the AlAQ. The OAS-M is the only measure of aggression 
that actually assesses concrete aggressive behavior in de- 
tail; such an evaluation is generally of greatest interest to 
clinicians who treat aggressive patients. 

For pathological gambling, the gold standard is the 
SOGS, although it has some significant limitations, in- 



cluding that it does not correspond exactly with cl 
DSM-IV diagnosis of pathological gambling or take ini 
account frequency of gambling behaviors. Although tr 
two trichotillomania scales have limited validity and r- 
liability data, they appear to be useful in clarifying tr 
breadth and severity of clinical features. The choice r> 
tween these scales depends primarily on the intenck 
mode of administration; the PITS is clinician admini 
tered, whereas the MGH Hairpulling Scale is a self-repo 
measure. 

None of the scales in this chapter was designed t 
predict the likelihood of future violence. The probabilh 
of violent behavior is notoriously difficult to predict. Pe 
haps the best predictor of future, violence is a history * 
violence. As such, only the OAS-M, which assesses rr 
frequency of various aggressive behaviors in the pa 
week, might contribute relevant information. Tr 
1-week time frame, however, may be overly restrictive i 
this case. 

Instruments were selected for this chapter for the 
proven psychometric properties, wide use in the field, pi 
tential clinical utility, or evident promise as up- am 
coming measures. Because of space limitations, sever: 
instruments that assess aggression or relevant tmpulsiv 
behavior could not be included in this chapter. For thor 
assessing long-term aggressive behavior, the Bnw 
Goodwin Life History of Aggression (Brown et al. 1981 
and the Life Time History of Aggression (Coccaro er a 
1997) may be of interest. Two trichotillomania instn 
ments that were not included in this chapter may alto I 
useful; the National Institute of Mental Health Trichr 
tillomania. Scale (Swedo et al. 1989) and an adaprario 
of the Yale-Brown Obsessive Compulsive Seal 
(Y-BOCS) (p. 572) (Stanley et aL 1993). The Y-BOC 
has also been adapted to measure compulsive buy to 
(Monahan et al. 1996). 



CURRENT STATUS AND FUTURE . 
RESEARCH NEEDS FDR ASSESSMENT " 

The instruments that assess impulse-control disorders aq 
related dimensions are foT the most part in the preliia 
nary stages of development. In general, more scale* art 
increased psychometric data derived from larger an 
more varied samples are needed. More diagnostic instn 
ments are needed for all the impulse-control disorder 
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especially for pyromania and kleptomania. Both ques- 
tionnaires and semistructured interviews would be useful; 
in both formats, items should assess concrete behavior in 
greater detail than do current instruments to improve 
sensitivity at high levels of impulsivity and aggression. 
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The current version of the Barratt Impulsiveness Scale, 
Version 11 (BIS- 11) { Barratt and Stanford 1995), and its 
predecessors were developed to assess impulsivity. Impul- 
sivity is conceptualized as related to the control of 
thoughts and behavior and is broadly defined as acting 
without thinking. The BIS- 11 looks at impulsivity in 



terms of three domains: Motor Impulsiveness, Nonplan- 
ning Impulsiveness, and Attentional Impulsiveness. This 
and previous versions of the BIS were designed primarily 
as research instruments to aid in the description of im- 
pulsivity in psychiatrical ly healthy individuals and to ex* 
plore die role of impulsivity in psychopathology. 



DESCRIPTION 



The BIS-11 is a self-administered questionnaire with 30 
items scored on a 4-point scale ranging from 1 «* rarely/ 
never to 4 = almost always/always. Sample items are 
provided in Example 31-1. Possible scores range from 30 
to 120. There are no standardized norms for the BIS- 1 1, 
but the. total score averaged 63.8 ± 10.2 in a sample of 
412 undergraduates, 69.3 ± 10.3 in a sample of 164 psy- 
chiatric inpatients with substance abuse problems, 
71.4 ± 12.6 in 84 general psychiatric inpatients, and 
763 ± 1 1.9 in 73 male prison inmates. 



PRACTICAL ISSUES 

Administration time is not specified, but is estimated to 
be about 10-15 minutes. The test requires a fifth-grade 
reading level and is intended for individuals ages 13 and 
older. The test is printed in full in the chapter by Barratt 
and Stanford (1995). For additional information about 
the measure, the author can be contacted at the following 



Ernest S. Barratt, Ph.D: 

Professor, Department of Psychiatry and Behavioral 
Sciences 

University of Texas Medical Branch at Galveston 
205 Communications Building . 



EXAMPLE 31-1 ■ Sample items from the Barratt 
Impulsiveness Scale, Version 1 1 



t squirm at plays or lectures.. 
I don't "pay attention.*' 



Reprinted with perminion from Eme»t S. Bnrrott, Ph.D. 
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Kirnberly A. Yonkers, M.D. 
Jacqueline Samson, Ph.D. 



-INTRODUCTION 



Major Domains 

This chapter covers 13 scales that may help the clini- 
cian in the assessment and management of mood dis- 
orders. Although only one of the included measures has 
been specifically designed to assist the clinician in mak- 
ing a DSM-IV diagnosis of mood disorder, the scales 
Pleasure symptoms that are characteristic of the various 
^modd disorders contained in DSM-IV. Like DSM-IV, 
:the scales are divided into those that measure depres- 
sive symptoms and those that measure manic symp- 
toms. Because hypomania is defined in DSM-IV as a 
less severe form of mania in terms of duration and con- 
i sequent impairment, the so-called mania scales may be 
'relevant in measuring hypomania as well. 

'Organization 

\This chapter is divided into three sections (see Table 
; 24-1). The first section presents seven depression rating 
cales that were developed for a general psychiatric popu- 

• lacion (inpatient or outpatient). The second section con- 
tains three scales that measure mania or hypomania. The 
; final section contains three depression scales that were 

• developed for use in special populations, specifically one 
! scale each for use in postpartum women, elderly people, 

and the medically ill. 



Relevant Measures Included Elsewhere 
in the Handbook 

Measures relating to the diagnosis of mood disorders in 
conjunction with other psychiatric disorders are in- 
cluded elsewhere in this manual. See, for example, the 
mood disorders section of the Structured Clinical In- 
terview for DSM-LV (SC1D) (p. 49) and the Schedule 
for Affective Disorders and Schizophrenia (SADS) (p. 
58). Scales for evaluating mood disorders in children 
are included in Chapter 18, "Symptom-Specific Mea- 
sures for Disorders Usually First Diagnosed in Infancy, 
Childhood, or Adolescence/ Chapter 23, "Psychotic 
Disorders Measures," includes the Calgary Depression 
Scale for Schizophrenia (CDSS) (p. 504), which was 
designed expressly for the assessment of symptoms of 
major depressive episode in patients with a diagnosis of 
schizophrenia. 

Symptom measures that evaluate multiple emo- 
tional or behavioral states (e.g., vitality and anxiety), 
such as the Profile of Mood States (POMS> (McNair 
et al. 1971), are not included in this section because 
we are reviewing specialized scales that detect or rate 
the severity of depression and manic episodes. Finally, 
instruments that require administration by an inpatient 
team, such as the Beige! Mania Rating Scale (BMRS) 
(Beigel et al. 1971), are not included In this chapter 
because they are not intended for use in an office-based 
setting. 
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MEASURES RELATED TO DSM>1 V DIAGNOSTIC CATEC 



TABLE 24-1 ■ Mood disorders measures 



Nawh op measure 


DlSOKDBR OR CONSTRUCT ASSESSED 


Format 




Depression rating scales for general psychiatric or community populations 




Beck Depression Inventory (BDI) 
First revision (BD1-1A) 
Second revision (BD1-11) 


Severity of depressive symptoms 


Self-report; 21 items 


5isga 


Center for Epidemiologic Studies 
Depression Scale (CES-D)* 


Severity of depressive symptoms in 
community populations 


Self-report; £0 items 


523§| 


Hamilton Rating Scale for 
Depression (Ham-D) 


Severity of depressive symptoms in 
patients with primary depressive 
illness 


Interviewer-administered 
scale; 17 items 


52o^| 


Inventory of Depressive 

Symptomatology (IDS)* 
Self-report version (IDS-SR) 
Clinician-administered version 
(IDS-C) 


Severity of signs and symptoms of 
depression (includes all DSM criteria 
items) 


. Self-report (IDS-SR) or 
clinician-administered 
se mis true tured interview 
(IDS-C); 28- and 30-item 
versions 


r-inivifffl 


Montgomery* As berg Depression 
Rating Scale (MADRS) 


Seventy of depressive symptoms 


Interviewer- adra inistered 
checklist; 10 items 


53i H 


Raskin Scale (Three-Area 
Severity of Depression Scale)* 


Severity of depression in three areas: 
subjective experience, behavioral 
manifestations) and secondary signs of 
depression 


Interviewer-raced scale; 
3 items 


533 ii 


Zung Self-Rating Depression 
Scale (Zung SDS;* 


Severity of depressive symptoms 


Self-report; 20 items 


53419 




Mania rating scales 






Clinician Administered Rating 
Scale for Mania (CARS-M)* 


Severity of manic and psychotic 
symptoms 


Clinician-administered 
scale; 15 items with 
question prompts 


53.7| 




Internal State Scale (ISS)* 


Severity of manic symptoms 
(conceptualked as activation, 
perceived conflict, and well-being) 
and depressive symptoms in patients 
with bipolar disorder 


Self-report; 1 7 items 


539| 




Young Mania Rating Scale 
(YMRS)* 


Severity of manic symptoms; relapse 
or recurrence of manic symptoms 


Clinician-administered 
checklist; 11 items 


54d|| 


Depression rating scales for use in special populations 13 


Edinburgh Postnatal Depression 
Scale (BPDS) 


Screening test for postpartum 
depression 


Self-report; 10 items 


542r il 


Geriatric Depression Scale 
(GDS)* 


Screening test for depression in 
elderly people 


Self-report; 30 items 




Hospital Anxiety and Depression 
Scale (HADS) 


Severity of depression and anxiety in 
medically ill patients 


Self-report; 14 items 





♦Measure is Included on chc CD-ROM that accompanici this handbook. 
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USING MEASUR ES IN THIS DOMAIN 
Goals of Assessment 

The most common goal of assessment is to measure the 
severity of depressive or manic symptoms, in terms of 
both the severity of individual symptoms and the total 
number of mood- related symptoms that have been pres- 
ent. Measuring severity is particularly useful in setting a 
baseline so that repeated administration during the 
course of treatment may be used to document improve- 
ment. 

Recent changes in medical care service provision 
have resulted in larger numbers of patients with mood 
disorders being treated in nonpsychiatric settings, such as 
primary care and nursing home facilities, so that instru- 
ments specifically developed to screen for mood disorders 
in such settings are needed. Unfortunately, generic de- 
pression symptom severity indexes may have less than 
optimal performance in populations such as patients with 
general medical illness, postpartum women, and elderly 
individuals. In particular, most depressive scales include 
items for rating the presence of somatic symptoms, such 
as insomnia or fatigue. In these populations, the high 
incidence of somatic symptoms unrelated to depression 
may lead to an overdiagnosis of depression by inappro- 
priately counting these symptoms as being due to a de- 
pressive syndrome. Hence, special scales validated spe- 
cifically in these populations have been developed: the 
Geriatric Depression Scale (GDS) for use with elderly 
people in nursing home settings, the Hospital Anxiety 
and Depression Scale (HADS) for use in primary care or 
hospital settings, and the Edinburgh Postnatal Depres- 
sion Scale (EPDS) for use with postpartum patients in 
primary care settings. 

Three of the depressive symptom severity scales in- 
cluded in this chapter (the Beck Depression Inventory 
[BDI], the Center for Epidemiologic Studies Depression 
Scale fCES-D], and the Zung Self-Rating Depression 
Scale [Zung SDSJ) are also used to screen for depressive 
illness in the community or in general medical popula- 
tions. This application requires a two-stage approach; the 
first-stage screen selects persons likely to have a mood 
disorder, and these patients then go on to a second-stage 
clinical diagnostic interview. This strategy is cost- 
effective because paper and pencil questionnaires may be 
used to identify a smaller number of persons for a 
clinician-administered diagnostic interview. 



Implementation Issues 

The self-report instruments reviewed in this chapter r 
quire that individuals be able to read at a minimal readin, 
level and that they speak the language used in one of the 
translations of the instrument. The use of these instru- 
ments is also limited in patients who have cognitive im- 
pairment. Some experts believe that self-report instru- 
ments perform less well in patients with severe illness. 

The clinician-administered scales range from check- 
lists to structured interviews* and all but the 
Montgomery- Asberg Depression Rating Scale (MADRS) 
recommend that clinicians administering the scale be 
trained. For some scales (e.g., the Hamilton Rating Scale 
for Depression [Ham-D]), it is also suggested that the cli- 
nician using the scale have training in psychiatry or psy- 
chology. Most of the clinician-administered scales do not 
rely on the use of additional information obtained outside 
the clinical interview; however, in some instances (e.g., 
in patients with poor insight), such information may be 
beneficial. 

All of the depressive rating scales have been used as 
screens and can indicate the presence of depressive symp- 
toms. However, unless the screen were used in a parient 
with an earlier determined diagnosis of depressive disor- 
der, the clinician would still need to completely assess 
the patient before diagnosing depressive disorder (i.e., 
the measures cannot.be used to diagnose depression), 

Kone of the depression scales included in this chap- 
ter provides good coverage of psychotic symptoms in de- 
pression, although the Ham-D includes some hints at psy- 
chotic symptoms in the severity anchors. 

Issues in Interpreting Psychometric Data 
There is no gold standard for determining whether an 
individual has a mood disorder. In many instances, the 
construct of depression or mania used by the authors was 
defined by diagnostic criteria in DSM-IV (e.g., the In- 
ventory of Depressive Symptomatology [IDS]) and by 
standardized diagnostic instruments such as the SADS (p, 
58) (e.g., the Clinician Administered Rating Scale for 
Mania [CARS-M]). In some instances, however, the au- 
thor's clinical experience was used to select items per- 
taining to the construct (e.g., the Ham-D, the MADRS, 
and the Young Mania Rating Scale (YMRS]). In depres- 
sion scales developed before 1980, this method of select- 
ing items resulted in an overemphasis on symptoms of 
endogenous depression and less inclusion of atypical 
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symptoms such as hyperphagia and hypersomnia. This 
overemphasis on endogenous symptoms may thus have 
implications for identifying subpopulations of individuals 
with mood disorders (i.e., those with atypical or melan- 
cholic depression) and also for the comprehensiveness 
with which the instrument covers the construct. For ex- 
ample, the Ham-D is less comprehensive than newer 
scales such as the IDS in its rating of the severity of atyp- 
ical depressive Illnesses. 

In several scales, we note problems in distinguishing 
depressive symptoms from anxiety symptoms. The rela- 
tionship between depression and anxiety is reflected by 
large correlations between the depression symptom se- 
verity measure and measures of anxiety. This relationship 
may contribute to the low specificity and poor positive 
predictive values found in studies of screening instrur- 
ments. It is a complicated problem because research data 
suggest that approximately 60% of depressed individuals 
show comorbid anxiety symptoms. Other studies suggest 
that a subgroup of patients may cycle between anxiety 
and depression or may show a baseline of anxiety symp- 
toms that periodically escalate and show comorbidity 
with superimposed depressive episodes. Thus, the dis- 
tinction between these two disorders is not clinically 
clear. Data on this problem are Included, when available, 
in discussions of the specific measures. 

Studies have found a range of estimates of sensitivity 
and specificity, depending on the base rates of depression 
in the sample screened and the comorbid medical and 
psychiatric conditions that are present- Again, further 
work is needed to maximize the screening efficiency of 
these measures, but we include examples of the best avail- 
able. 



GUIDE TO THE SELECTION 
OF MEASURES 

The selection of a specific measure depends on when the 
measure is to be used, the type of scale to be used, and 
the application. Clinicians should consider three factors 
in selecting measures: 1) cost, 2) time, and 3) coverage. 
One might consider doing a cost- benefit analysis of the 
measure to determine whether the output of the instru- 
ment (i.e., whether the measure captures whiat the cli- 
nician wishes to capture) is worth the time and effort 
involved in its administration. Relative cost versus cov- 



erage and validity should also be weighed when choosing 
between self-report and clinician-administered question-;; 
naires. Advantages of self- report formats include time;] 
savings and the ability of clinicians to routinely, track a i 
symptom without asking about it specifically (e.g., suW| 
cidal ideation). 

The screening instruments reviewed in this chapter^ 
were developed either for use in nonpsychiatric popula^| 
tions (the CES-D, the EPDS, the H ADS, and the GDSJfl 
or for measuring illness severity in previously diagno 
populations (the Ham-D, the Raskin Scale, the BDl, i 
MADRS, the Zung SDS, the CARS-M, and the Inter 
State Scale {ISSJ). A problem with some screening i 
sures, such as the CES-D and the EPDS, is that rat 
than specifically selecting for depression, they idenrif 
persons who show general distress. For example, folic 
up interviews suggest that individuals with other cc 
tions, such as anxiety disorders, may also screen posiri* 
with the CES-D and the EPDS. Data representative < 
these problems are covered in the sections on three i 
struments (the CES-D, the BDI, and the Zung SE 
Furthermore, scales such as the HAD, the BDI, 
MADRS, the GDS, and the EPDS rely less on son 
symptoms- to screen for or rate mood and are more 
propriate for postpartum or geriatric populations or i 
who have general medical illnesses. 

All of the scales in this chapter that assess symp 
severity show good reliability and validity when \ 
populations of patients with diagnosed mood dii 
Thus, most instruments are good indicators of symp 
change over time and are highly useful for monir 
the comparative efficacy of treatments over time or i 
documenting outcomes in populations of patients c 
in a group practice or other outpatient settings. DifTe 
measures cover different sets of depressive symptoms, j 
example, atypical symptoms are not assessed efTecri 
with the standard 17-item Hanv-D, the BDI, the 
SDS, or the MADRS. The IDS, which queries 
atypical symptoms, may be more helpful for measi 
the severity of atypical symptoms. On the other 
endogenous symptoms are adequately addressed by s 
the depressive symptom scales evaluated. The BDI 
sion II), the IDS, and the CARS-M include! 
DSM-III-R and DSM-IV criteria and thus provide < 
plete data regarding change in Individual DSM 
toms. Measures that include DSM criteria may be he 
in managed-care settings in which Information on j 
provement in DSM-IV symptoms is often required..^ 
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Although the screening and measuring tools re- 
viewed in this chapter can be helpful in identifying mood 
disorders, they cannot establish a diagnosis. Clinical in- 
terview and structured clinical diagnostic instruments 
should also be employed to obtain accurate diagnoses for 
these patients 

CURRENT STATUS AND FUTURE 
RESEARCH NEEDS FOR ASSESSMENT 

Although there are a plethora of instruments for mea- 
suring the severity and existence of depressive disorders, 
relatively few validated instruments identify and evaluate 
mania and hypomania. Further,, relatively small popula- 
tions have been used to validate the existing instruments. 
Thus, future research should focus on developing instru- 
ments and techniques to evaluate mood states in patients 
with mania and hypomania. Inclusion of questions re- 
garding the depressed phase and the manic phase of ill- 
ness would also enhance the utility of instruments for 
patients with bipolar disorder. 
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the Beck Depression Inventory (BDI) (Beck et at 1 96 1 ) 
was developed to measure the behavioral manifestations 
of depression in adolescents and adults. It was designed 
co standardize the assessment of depression severity in 
order to monitor change over time or to simply describe 
the illness. The items of the BDI were originally derived 
from observations of depressed patients made during the 
course of psychoanalytic psychotherapy. Attitudes and 
symptoms that appeared to be specific to this group of 
patients were described by a series of statements, and a 
numerical value was assigned to each statement. 

In its original form, 21 behavioral manifestations 
were covered, each area represented by four or five state- 
ments describing symptom severity from low to high. 
Subjects were asked to identify the statement that best 
described their feelings "right now." Items were then 
scored and summed to obtain a total score for depressive 
symptom severity. An abbreviated version containing 13 
items was published in the Early Clinical Drug Evalua- 
tion Program (ECDEU) assessment manual (Guy 1976). 
In 1978, the full scale was revised (BDMA) to eliminate 
duplicate severity descriptors and to reword certain items. 
In addition, the time frame for assessment was length- 
encd to the "last week, including today." In 1993, the 
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